AUTHORIZATION FOR RELEASE OF INFORMATION

PATIENT'S/CLIENT'S MAME: BIRTHDATE:
LAST MIDDLE FIRST

The undersigned hereby authorizes and requests

HOSPITAL, AGEMT, OR TREATMENT PROGRAM

to provide

NAME OR TITLE OF PERSON OR ORGAMIZATION TO WHICH DISCLOSURE 1S TO BE MADE

the following information: (please specify)

Discharge summary, admission information, psychosocial evaluation, psychosocial testing report, progress
notes, and other relevant information:

Dates of Hospitalization: ALL DATES

Dates of Services Provided: ALL DATES

The disclosure is to be used for the following purposes: For obtaining Social Security disability benefits.

This consent will expire one (1) year from the date hereof unless otherwise stipulated.

| understand that the information may/will include treatment for mental and/or physical illness, counseling
or treatment for drug and/or alcohol abuse, human immunodeficiency virus (HIV), including acquired
immunodeficiency syndrome (AlIDS) or tests for HIV or AIDS.

| understand that | may revoke my consent to release information from my records, but not retroactive to
release of information already made in good faith.

Signed Date

Date

Signature of Parent, Relative, or Legal Guardian, where applicable

Witness Date

ANY INDIVIDUAL OR AGENCY RECEIVING THIS INFORMATION 15 PROHIBITED FROM MAKING FURTHER DISCLOSURE OF
THIS INFORMATIORN.

IF THIS INFORMATION CONCERNS A PERSON ADMITTED FOR TREATMENT OF ALCOHOL OR DRUG ABUSE, THE CONFIDENTIALITY OF THIS
INFORMATION IS PROTECTED BY FEDERAL LAW. FEDERAL REGULATION (42 CFR PART 2) PROHIEBITS YOU FROM MAKING ANY FURTHER
DISCLOSURE OF THIS INFORMATION EXCEPT WITH THE SPECIFIC WRITTEN CONSENT OF THE PERSON TO WHOM IT PERTAINS. A
(GENERAL AUTHORIZATION FOR THE RELEASE OF MEDICAL OR OTHER INFORMATION, |F HELD BY OTHER PARTY, 1S NOT SUFFICIENT FOR
THIS PURPOSE.



